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Health system responsiveness reflects the extent national health systems meet the legitimate expectations of patients. 
This study assessed the responsiveness of primary health care services in Nigeria from the clients’ perspective. A cross-
sectional survey of 379 participants were randomly selected from 7 centers from a sample frame of 20 primary 
healthcare centers. Descriptive results were presented in frequencies and percentages. The associations between the 
importance and performance ranking were examined using the Spearman’s ranked correlation coefficient. Multivariate 
logistic regression was used to identify predictors of responsiveness with p-values ≤ 0.05 considered statistically 
significant. There were equal proportion of respondents aged <30 years and>≥30 years but more were female (95%), 
had attained less than the tertiary level of schooling (60.9%), and currently married (92.3%). The highest proportion of 
patients reported good responsiveness for dignity (81.8%) and least proportion for the choice of care provider (53.8%). 
Patient-level predictors of good responsiveness in relation to autonomy were younger age (p = 0.003) attainment of 
tertiary level of education (p = 0.001); tertiary education was associated with confidentiality (p = 0.009) and those who 
are not married with prompt attention (p = 0.027). Dignity, confidentiality, and prompt attention were identified as 
priority areas to focus in improving the responsiveness of primary healthcare services in Rivers State. 
 
Keywords 





The goal of any health system is not only to improve the 
health status of the population but also guarantee a 
fulfilling experience for clients’ who interact with the 
system.1,2  Most health systems around the globe invest 
great efforts in meeting non-health factors which equally 
affect the well-being of the population they serve.3  The 
recent emphasis on responsiveness transcends the 
experience of personal health services delivered to 
individual patient to encompassing the entire interactions 
between the health system and those served by this 
system.2 
 
The framework for measuring health systems’ 
performance published about two decades ago was 
underpinned by the need to track improvements in health 
status, responsiveness, and fairness in financing of national 
health systems.2 The aspect of responsiveness indicates the 
extent the health system meets the population expectations 
for the non-health enhancing aspects of the system.2 In 
this regards, countries are expected to develop strategies to 
improve the level and distribution of responsiveness as a 
means of achieving quality and equity in healthcare 
delivery.3,4,5  
 
The two domains that define the construct of 
responsiveness are respect for persons and client 
orientation. While the former comprises dignity, 
confidentiality and autonomy, the latter encompasses 
prompt attention, access to social support, choice of 
provider, and quality of basic amenities.3  
 
Responsiveness comprises seven elements: dignity (the right 
to be treated as persons in their own right), confidentiality 
(the right to determine who has access to one’s personal 
health information), autonomy (the right to participate in 
choices about one’s health, helping to choose what 
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treatment to receive or not to receive), prompt attention (the 
right for immediate attention in emergencies and 
reasonable waiting time for non-emergencies),  social support 
(the right for support from family and friends when 
receiving care), basic amenities (the right for cleanliness, 
space, and hospital food) and choice of provider (the right for 
specialist care and second opinions).3,6  
 
Primary health care systems over the years have undergone 
series of reforms designed to making the service more 
patient-centric and thus, improving its relevance and 
utilization by the population. Health System 
Responsiveness (HSR) entails the provision of services 
that meet the patients’ preferences and are provided to 
satisfy their legitimate expectations.7,8 HSR is of interest to 
researchers since it measures the performance of the 
health systems in meeting the needs of clients and other 
stakeholders.5,9,10 
 
Where objective and structured mechanisms for effective 
monitoring of the performance of the local health systems 
are lacking especially in resource-constrained settings, 
assessing the perception of patients becomes a useful 
means of identifying system weaknesses and level of 
responsiveness.11 Such assessments can provide useful 
insights into the quality of treatment, clients’ dignity and 
role in decision making about care. It can also assess the 
clarity of communication, assurance on confidential, staff 
behavior. These are all possible because the health care 
environment influences patients’ interaction with the 
healthcare facilities and their overall experience.3  
 
There is growing evidence from developed and developing 
countries alike that when health systems are responsive to 
the needs, priorities, and expectations of patients, the 
patients become more adherent to treatment, are more 
willing to provide relevant information to their health care 
provider and increase their patronage of the available 
services.11-16 It is therefore pertinent to align health 
services to the need and preferences of the health 
consumers which defines the level of responsiveness of 
the system.3,5  
 
While Primary Health Care (PHC) aims to assure access, 
quality and equity in the distribution of healthcare 
resources to the population.17 These ideals still elude a 
substantial proportion of the population in resource-
constrained settings like Nigeria.18,19 Furthermore, would-
be beneficiaries are often not involved in the design and 
implementation of healthcare interventions – a situation 
that is exacerbated by the high level of ignorance amongst 
users of their rights to accessing quality healthcare.20  
The persisting imbalance in supply and demand for PHC 
services have negative implications on health system’s 
goals of improving health and responsiveness. Since PHC 
systems are designed to meet the needs and expectations 
of the users, exploring patients’ perspective of the system’s 
responsiveness can provide useful insights into gaps that 
can be remedied by stakeholders. This study examined the 
patients’ perspective of the responsiveness of PHC 






This study was conducted in the Obio-Akpor local 
government area, Rivers State Nigeria. Obio-Akpor is a 
major center of the economic boom in Nigeria, and a part 
of the Niger Delta, located in Rivers State. The local 
Government Area covers 260km2 and a census done in 
2006 counted a population of 878,890. The headquarters 
of Obio-Akpor is at Rumuodomaya. The indigenous 
inhabitants of the area are the Ikwerre people.  
 
Obio-Akpor is located between latitudes 40 451N and 
40601N and longitudes 60501E and 80001E. It is bounded 
by Oyigbo to the east, Emohua to the west, Port Harcourt 
(local government area) to the south, and Ikwerre to the 
north. The local government has 20 functional Primary 
Health Centers, several private health facilities, secondary 
health facilities, and a federal tertiary hospital.  
 
Study Design 
This descriptive cross-sectional study assessed the 
responsiveness of primary health care services amongst 
users in Obio-Akpor Local Government Area using the 
World Health Organization responsiveness framework. 
 
Study Population 
The study population consisted of adult PHC users in 
Obio-Akpor Local Government. Clients who were 
included in this study if they received ambulatory care at 
the primary health centers. Those who were extremely ill 
at the time of the survey, first-timers to the health center, 
or those who refused to give their consent to participate in 
the study were excluded. 
 
Sampling 
The sample size was determined using Fischer formula21 
 n = 
𝑧2𝑝𝑞
𝑑2
 .   
Where: n = desired sample size; z = the standard normal 
deviate, usually set at 1.96 which corresponds to 95% 
confidence interval; p = estimated proportion (55.3%) of 
patients who considered the services in a tertiary health 
facility responsive in Enugu, South East Nigeria.22  
 
Simple random sampling by ballot was used to select 7 
centers from a sample frame of the 20 primary health care 
centers in Obio-Akpor Local Government Area. All 
eligible population who attended the health care center on 
each day of our data collection were eligible for selection. 
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Data collection instrument and variables 
The survey mode was a self-administered questionnaire. 
The investigators, however, administered the questionnaire 
to those who could not independently fill it out, (for 
example, due to illiteracy). The WHO devised the key-
informant survey study containing sections specifically 
designed to measure responsiveness.6 Although, this was 
designed for collecting data in any country, some minor 
modifications such as the addition of a question to elicit 
the respondent’s ethnic group were made to make it more 
applicable to the Nigerian context. The wording and order 
of the questions were kept as close to the original as 
possible to maintain a high level of validity.  
 
The questionnaire comprised of three sections with the 
first used to elicit participants ‘socio-demographic 
characteristics. The second is a multi-item scale to assess 
their experiences on each of the six domains used to 
measure responsiveness. The third asked them to rank the 
importance of the 6 domains based on the priority of each 
to them.  
 
The second and third parts of the questionnaire have 
different questions in order to capture the respondent’s 
opinion on the various domains of responsiveness.2 The 
response options were: ‘always’, ‘usually’, ‘sometimes’, and 
‘never’. However, the response options in assessing their 
overall opinion on each domain were ‘very good’, ‘good’, 
‘poor’, and ‘very poor.’ 
 
Data Analysis 
The data obtained were analyzed with the statistical 
package for social science (SPSS) version 21.23 
 
The suitability of the questionnaire used was assessed 
based on its acceptability which was estimated by the 
questionnaire and item response rates. The reliability of 
the questionnaire was assessed by the Cronbach’s alpha  
which measured the internal consistency between 
variables. The internal consistency was assumed with 
Cronbach’s alpha coefficient >0.7. The socio-demographic 
characteristics were analyzed by calculating the frequency 
and relative frequency of each socio-demographic 
characteristic. 
 
The respondents’ experiences of the items and domains 
representing the construct of responsiveness were 
analyzed by calculating the frequency and relative 
frequencies of the various responses. The importance 
ranks assigned to the domains were reverse such that 6 
represented the highest rank and 1 the lowest. The median 
and interquartile ranges of the domain ranking on the 
importance and perceived performance were computed. 
The associations between these variables were assessed by 
the Spearman’s ranked correlation coefficient. The 
correlation coefficient (rs) which can assume any value 
between +1 to -1 represents the strength and direction of 
their linear relationship. As the dependent variable 
(responsiveness) is dichotomous, the relationship between 
the domains of responsiveness and socio-demographic 
characteristics was analyzed using multivariate logistic 
regression with categorical predictors. The logistic 
regression equation for predicting the dependent variable 
from the independent variable was  
𝑙𝑜𝑔 (
𝑝
1 − 𝑝⁄ ) = 𝑏0 +  𝑏1 ∗ 𝑥1 + 𝑏2 ∗ 𝑥2 + ⋯ +  𝑏𝑛 ∗ 𝑥𝑛 
Where p is the probability of a positive feedback on the 
domains of responsiveness, b0 is the constant and b1, 
b2,….bn are the coefficient of the various predictor 
variables. A p-value ≤0.05 was considered statistically 
significant. The multivariate model showed the increase or 
decrease in the predicted log odds of responsiveness = 1 
that would be predicted by the shift from the referent 
category to the other category of an independent variable 




Overall, a total of 379 out of the 399 participants who 
accepted to participate in this study provided valid 
responses which gave a response rate of 90.2%. The 
Cronbach’s alpha for the 24-item responsiveness scale was 
0.69. There are about an equal proportion of respondents 
below the age of 30 years and 30 years and above. Most of 
the respondents were female (95%), with less than the 
tertiary level of schooling (60.9%) and currently married 
(92.3%) as shown in Table 1.  
From Table 2, more of the respondents reporting 
consistent good experiences in relation to assurance with 
the privacy provided during their interaction with the 
health workers (60.2%), assurance that their clinical 
Table 1.  Socio-demographic characteristics (n = 379) 
 
Characteristics Category  Frequency (n) Percentage (%) 
Age <30 192 50.7 
≥30 187 49.3 
Sex Female 360 95.0 
Male 19 5.0 
Education Less than tertiary 231 60.9 
Tertiary 148 39.1 
Marital status Currently married  350 92.3 
Not currently married 29 7.7 
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information will be treated with confidentiality (54.6%), 
respect by clinical staff (48.8%) and respect by other staff 
in the facility (48.2%). The least consistent good 
experiences were reported with the chance to choose 
specific health providers (15.6%) and cleanliness of the 
toilets in these facilities (16.6%).  
 
The proportion of the respondents reporting good 
experiences of the various responsiveness domains were 
highest for dignity (81.8%), confidentiality (77.1%) and 
autonomy (73.6%). The least was the choice of care 
provider (53.8%) as shown in Table 3.  
 
Table 4 shows that the highest median importance ranking 
of 5 out of a range of 1 to 6 was observed with dignity and 
the least of 3 was shared by autonomy, quality of basic 
amenities, and chance to choose providers. The level of 
dispersion was highest with dignity, autonomy, and quality 
of basic amenities. The median performance rating of 
these domains was similar at 3 out a range of 1 to 4. The 
strength of the association between the importance and 
performance rating was observed to be weak and 
statistically insignificant except for dignity (p = 0.012) and 
confidentiality (p = 0.013).  
 
The percentage of correct predictions of the multivariate 
logistics regression models in Table 6 ranged from 56.5% 
(choice of providers) to 81.8% (dignity). Significant 
associations with good responsiveness were found for age 
and marital status for autonomy, educational status with 
confidentiality and marital status with prompt attention. In 
this regard, respondents <30 years of age were 2 times 
more likely to report good autonomy compared to those 
≥30 years (OR: 2.07, 95% CI: 1.28, 3.35; p=0.003). The 
odds of reporting good experience of autonomy (OR: 
0.42, 95% CI: 0.25 – 0.70; p=0.001) or confidentiality (OR 
= 0.49; 95%CI: 0.29 – 0.84; p = 0.009) among patients 
with less than tertiary level of schooling is significantly less 
than the odds reported in those who had attained at least 
tertiary education. Those not currently married were about 
three times more likely to report experiencing prompt 
attention (OR = 2.91; 95%CI: 1.13 – 7.50; p = 0.027) than 
those who are married.  
 
Table 2. Respondents experiences of the Responsiveness sub-domains (n = 379) 
 








Dignity     
Treated respectfully by clinical staff 185(48.8) 113 (29.8) 74 (19.5) 7 (1.8) 
Treated respectfully by other workers 183 (48.3) 96 (25.3) 95 (25.1) 5 (1.3) 
Privacy during treatment 228 (60.2) 91(24.0) 52 (13.7) 8 (2.1) 
 
Autonomy 
    
Information on alternative treatments 132 (34.8) 111 (29.3) 115 (30.3) 21 (5.5) 
Involvement in decision making 131 (34.5) 95 (25.1) 127 (33.5) 26 (6.9) 
Sought consent before testing or treating 164 (43.3) 90 (23.7) 98 (25.9) 27 (7.1) 
 
Confidentiality 
    
Confidential with patient information 207 (54.6) 78 (20.6) 74 (19.5) 20 (5.3) 
Privacy during consultation  183 (48.3) 94 (24.8) 86 (22.7) 16 (4.2) 
 
Quality Of Basic Amenities 
    
Cleanliness of the health center 123 (32.5) 207 (54.6) 36 (9.5) 13 (3.4) 
Access to clean water in the health center 87 (23.0) 229 (60.4) 51 (13.5) 12 (3.2) 
Maintenance of the center’s building 106 (28.0) 214 (56.5) 42 (11.1) 17 (4.5) 
Adequacy of furniture in the center 100 (26.4) 217 (57.3) 52 (13.7) 10 (2.6) 
Cleanliness of toilets in the health center 63 (16.6) 206 (54.4) 82 (21.6) 28 (7.4) 
 
Prompt Attention 
    
Reasonable waiting time before treatment 90 (23.7) 118 (31.1) 146 (38.5) 25 (6.6) 
Quick access to emergency care 109 (28.8) 98 (25.9) 135 (35.6) 37 (9.8) 
Waiting above appointed time 74 (19.5) 105 (27.7) 153 (40.4) 47 (12.4) 
 
Choice Of Care Provider 
    
Opportunity to choose health provider 59 (15.6) 75 (19.8) 109 (28.8) 136 (35.9) 
Chance of seeing preferred provider 77 (20.3) 97 (25.6) 145 (38.3) 60 (15.8) 
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Discussion 
 
Patients gave positive ratings on the level of privacy and 
confidentiality. The lowest ratings were on their chance of 
choosing healthcare providers and the state of the toilets 
in the PHC facilities. Younger patients and those with 
higher level of education gave higher rating on autonomy 
while those with higher level of education reported 
significantly higher odds of being happy with the level 
confidentiality in the handling of their health records. The 
unmarried patients were significantly more pleased with 
the promptness in receiving attention from the health 
workers.  
 
The rating of respect for the dignity of clients/patients 
emerged the highest among the six elements of 
responsiveness assessed in this study. This corroborates 
previous findings from South Africa, where respect for the 
dignity of individuals was reported among the top 3 areas 
of responsiveness.4,24 Furthermore, respect for clients’ 
privacy topped the chart of the three items analyzed under 
dignity. Patients were more pleased with the level of 
privacy than the degree of respectfulness shown by health 
care providers. The consideration of respect for persons, 
however, scored lower in a study done in Qatar, where it 
came third in the hierarchy.25 An earlier qualitative 
exploration of patients’ expectations from PHC in Nigeria 
revealed that respect and show of courtesy to the patient 
by health workers generated a conducive atmosphere for 
communication, enhanced treatment outcome and 
improved patient experiences.26  
 
From the WHO Key Informant Survey in 2000, the 
poorer patients gave lower responsiveness ratings in 
countries surveyed because of some level of discrimination 
by health workers against persons from lower social 
classes and those from certain races.2 Although 
respondents in this study gave a high rating on respect for 
patients by health workers, the non-disaggregation of the 
data along wealth strata of the patients made it impossible 
to demonstrate if patients were indeed treated equally well 
irrespective of their economic status. 
 
Confidentiality was the second topmost responsive 
elements behind dignity and this corroborates earlier 
reports4,27 Patients rating on confidentiality was highest 
among the domains of responsiveness assessed in an 
Ethiopian8 and an earlier Nigerian study.28 This earlier  
Nigerian study was done among insured patients.28 The 
preponderance of the patients in this setting pay for their 
healthcare at the point of access because of the low 
coverage of private and social health insurance.29,30 It was 
inferred that countries or areas that performed best in 
confidentiality probably lack private insurance which 
expects providers to divulge confidential information on 
their patients to third parties.2 While the validity of the 
high rating on privacy can be appreciated from fact that 
Table 3. Respondent’s overall experiences on domains of responsiveness  (n = 379) 
 




Dignity 310 (81.8) 69 (18.2) 
Autonomy 279 (73.6) 100 (26.4) 
Confidentiality 292 (77.0) 87 (23.0) 
Quality of basic amenities 257 (67.8) 122 (32.2) 
Prompt attention 228 (60.2) 151 (39.8) 
Choice of the care provider 204 (53.8) 175 (46.2) 
 
 
Table 4. Association between respondents’ rating of importance and performance of responsiveness domains 
 
Domains Importance  
(range 1 -6) 
Performance 
(range 1 -4) 
Association p-value  
Median (IQR) Median (IQR) r 
Dignity 5 (3) 3 (1)  0.13  0.012 
Autonomy 3 (3) 3 (2) -0.05  0.360 
Confidentiality 4 (2) 3 (1) 0.13 0.013 
Quality of basic amenities 3 (3) 3 (1) 0.03 0.580 
Prompt attention 4 (2) 3 (1) 0.04 0.410 
Choice of care 3 (2) 3 (1) 0.05 0.383 
 r- Spearman’s rho correlation coefficient, IQR – interquartile range 
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patients are aware of the setting where consultations are 
held. Indeed, most consultations in PHC are conducted in 
cubicles and consulting rooms and not in the open space. 
The patient assessment of confidentiality is different from 
that of privacy as patients may not be aware of how their 
health records are managed. This situation is even worse 
with the predominantly used paper-based records where 
those who accessed patient confidential information 
cannot be effectively tracked.  
 
Primary health centers were observed to perform poorly in 
the provision of prompt attention to clients. While this 
attribute of responsiveness only surpassed the poorer 
rating on choice of care provider, it corroborates findings 
from studies on health system responsiveness from other 
settings. Studies in South-Africa and Qatar for example, 
reported poor ratings for prompt attention.24,25  There are 
instances where patients have to wait several hours before 
getting attention because of the unavailability of the health 
workers on duty.31,32 It is not uncommon for patients to 
experience delays when they seek care from public health 
facilities as most of these facilities do not run an 
appointment system. Without an appointment, most 
patients will arrive at the health facility about the same 
time and earlier than the time of commencement of daily 
consultation.26 The delay caused by inefficient patient flow 
management is compounded by the relatively few health 
workers available to attend to them. 
 
There is an inverse relationship between duration of 
waiting time and patient level of satisfaction.26,33 However, 
such delays are not the only causes of patient 
dissatisfaction at the first level of care. Other reported 
causes of patients’ dissatisfaction include the feeling of 
being ignored, the manner services are delivered and the 
payment process.2,34,35 
 
The privilege of choosing care providers was poorly rated 
among the elements of responsiveness in this and several 
other studies.11,25,27,36 This is apparent from the low density 
of the health workforce in developing countries, the 
attitude of some workers and the poor supervisory systems 
in health organisations. These factors have been reported 
to strongly correlate with health outcomes and coverage 
for essential health interventions.38 While most PHC 
patients in resource-constrained settings desire consult 
with physicians or be able to talk privately to health 
providers, it is still considered a luxury to see a doctor of 
choice as obtainable in wealthier settings.25,26  Similarly, the 
choice of providers received low importance ranking based 
on patients’ realization of the insufficient availability of 
caregivers for the numerous seekers of PHC services – a 
situation that also limits the rights of patients to demand 
to see specific providers. 
 
It is not surprising that many patients were unhappy with 
the state of the toilet in the health centers as an earlier 
assessment of the structural quality of PHC in this setting 
reported that 78% of health centers have poor toilet 
facilities. Additionally, many PHC facilities experience 
inadequate supply of water and electricity which are 
essential amenities to guarantee clean and safe toilets in 
health centers.38,39 Improving this scenario will require 
attention being given to the structural quality of PHC 
systems, decentralization of management and provision of 
line budget for the maintenance of PHC centres. 
 
Age, educational level, and marital status significantly 
predicted good responsiveness for autonomy, 
confidentiality, and prompt attention. An earlier study in 
Nigeria showed educational and marital status to be 
significantly associated with health system 
responsiveness.28 While the study conducted by 
Baharvand27 showed a significant association between age 
groups and two dimensions of responsiveness, and that is 
social support and dignity, our present study only showed 
a significant association of age groups with autonomy 
(Table 5). 
 






Dignity Autonomy Confidentiality Quality of basic 
amenities 














Age - ≥30yrs 













Sex – male 













Edu – tertiary 













Marital - mar 













*Statistically significant (p<0.05); OR – Odds Ratio; Edu – Level of Education; Mar - Married 
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This study did not demonstrate a significant relationship 
between sex of the patient and the dimensions of 
responsiveness, which was consistent in earlier studies 
conducted by Baharvand,27 Fazaeli et al40 and Rashidian,41 
but contrast with the findings of Mohammadi,42 Sajjadi43 
and Ughasoro.22 One of these latter studies reported 
association between the sex of the patients and key 
domains of responsiveness - and autonomy, prompt 
attention, quality of basic amenities and prompt 
attention.22  While this study had a disproportionate 
representation of male respondents with respect to the 
national population structure,44 this skewed pattern reveals 
the demographic characteristics of users of PHC in this 
setting.  
 
Respondents with tertiary education were twice more likely 
to report good autonomy and good confidentiality. The 
finding from a multi-country study5 and another from 
Iran43 corroborated our finding of a direct relationship 
between the population level of education and feedback 
on the responsiveness of the health system. Although, this 
study included only frequent users of PHC services, it 
remains unclear if the observed relationship between 
education and perceived performance of the PHC system 
on autonomy and confidentiality mainly reflects their 
perception and not evidence of a discriminatory attitude of 
health care providers to their patients based on their 
socioeconomic status.  
 
The demographics differentiation by gender and marital 
status shows that female and the unmarried reported 
better experience of receiving prompt attention during 
visit to the health center. Patient experience is commonly 
seen as a product of the individual’s value system and the 
entirety of his/her interaction with the system. The 
reported pattern indicates that the married women with 
higher burden of domestic and other engagements  may 
benefit more from the introduction of patient 
appointment system that will significantly reduce the time 
they spend in the health center and subsequently improve 
their experience.  
 
Strengths and limitations of the study 
This study measured a poorly recognized yet critically 
important aspect of healthcare in this setting. The 
observed gender asymmetry among the study population 
may limit the generalization of the findings. The paucity of 
literature on responsiveness of PHC systems in this setting 
to compare with the findings of this study, makes this 
study a useful addition. A common limitation in studies 
like this is that the subjective rating of a system’s attributes 
is value-laden and often influenced by personal and 
external factors. Finally, the cross-sectional nature of the 
study limits making causal inferences on statistical 
association reported from the data analyses. 
 
Implications of the findings   
There are important implications of the findings of this 
study for future research, policy, and practice. Patient-
reported experience after encounter with healthcare is a 
valid way of diagnosing problems and refocusing 
healthcare delivery to the needs and preferences of the 
patient. The estimation of gaps in responsiveness of local 
PHC system is useful to practitioners and decision-makers 
who require such baselines for service design, 
improvement and innovation. It is also pertinent for policy 
and decision-makers to institutionalize periodic survey of 
health system responsiveness as a prelude to continuous 
improvement in the social relevance of the PHC systems 
to attain universal health coverage. This imperative is 
borne out of the fact that patients’ expectations like most 
other needs change with the vagaries and vicissitude of 
life. The need to improve the responsiveness of PHC is 
critically important in Nigeria because a large proportion 





The most important aspects of responsiveness from the 
patients’ perspective were dignity and confidentiality. The 
most positive feedback on responsiveness was in relation 
to privacy during consultations while the worst was the 
chance to choose their health care providers. It is pertinent 
to align PHC systems to users’ expectations; as such, 
policymakers and practitioners should accept this 
challenge to making PHC services more responsive to the 
needs, preferences, and expectations of the users.  
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